Discussion on the Methods of making and closing Colostomy Openings.
I think, still a possible field of usefulness in cases where a temporary colostomy is required previous to an abdominal section, for the advantages of the colon opening being well out of the way are obvious. It may also still be the safest operation in cases where there is obstruction and great distension of the colon with solid faeces. Personally I have never yet performed the lumbar operation except in the post-mortem room. The inguinal operation as described by the Allinghams held the field until a few years ago. It was, I think, the Allinghams who first pointed out the importance of making a proper spur in performing the operation. Various modifications of the operation of inguinal colostomy have been suggested from time to time with the object of affording the patient greater control over the opening. Thus the operations described by Witzel, Braun,2 Bailey and Weir,3 all had for their object the formation of a valvular opening similar to Witzel's method of performing gastrostomy. I have tried these methods and have no hesitation in saying that they are not successful in attaining the object aimed at. In a very short time the valvular nature of the opening disappears, and the ultimate results of these operations compare unfavourably with -the more usual operation, owing to the fact that a much larger wound in 'Amer. Journ. Med. Sci., 1884, lxxxviii, p. 422. 2 Braun, vide Bryant's " Operative Surgery," ii, p. 996. 3 Weir, Med. Record, 1900, lvii, p. 666. ju-17a the abdominal wall is necessary, and a weak patulous opening is liable to result. The same remarks apply to methods such as Lilienthal's' operation, in which a twist is given to the bowel. Several other ingenious methods for obtaining control over the opening have been suggested from time to time, but I do not know of any that have stood the test of experience.
A very great improvement upon the old left inguinal colostomy was secured by making a vertical incision through the belly of the left rectus muscle. I first began to use this incision in 1907 and now never use the old oblique incision in the left iliac fossa, except for some very special reason which precludes the use of the rectus incision. It gives much better control over the opening, especially when the patient is standing or walking.
As regards giving a patient the best kind of colostomy opening, I consider the following factors in performing the operation to be of chief imporeance:-
(1) Bringing out the colon through as small an opening in the abdominal wall as possible.
(2) Making a good spur, and subsequently, completely dividing the bowel.
(3) Bringing the bowel through the rectus muscle.
(4) Providing a reservoir for the freces immediately above the opening. Unfortunately the last factor cannot be secured in the case of sigmoid colostomy without running the risk of a tiresome prolapse. It is applicable, however, to transverse colostomy.
During the last few years transverse colostomy has come a good deal into favour, and it has certain advantages. By making the opening in the ascending part of the transverse colon towards the splenic flexure an excellent natural reservoir is provided for the feces immediately proximal to the opening. Another advantage is that prolapse of the bowel is very unlikely to occur. Personally I have not yet met with it. This is mainly due to the higher position of the opening in the abdominal wall. Prolapse is, after all, only another kind of hernia, and hernia above the umbilical level we know very rarely occurs. In most cases transverse colostomy gives excellent results as regards control, but I have met with at least two cases in which the stools have remained persistently loose after transverse colostomy, and this is certainlyan objection, although it does not follow that a sigmoid colostomy would have been any better in these cases. It will be interesting to hear the experience of other surgeons on the advantages of transverse colostomy.
Lilienthal, Anni. of Surg., 1910, lii, p. 384. Section of Surgery: Sub-section of Proctology TEMPORARY COLOSTOMY. With regard to the best form of temliporary colostomy, I do not think there is much to choose between transverse colostomy and sigmoid colostolmly. Transverse colostomy is certainly preferable if the operation be performed as a preliminary to excision of the rectum, as the surgeon has the whole of the sigmoid to use in restoring the bowel and the opening is farther away from the site of operation. Apart from this, however, I think a sigmoid colostomy is the better for a temporary opening, but it is important that the centre of the signmoid loop be used so that the colon can be readily mobilized when the opening has to be closed again.
CLOSURE OF A COLOSTOMY OPENING.
There is still considerable difference of opinion among surgeons as to the best method of closing a colostomy opening, and to judge from cases which I have seen at St. Mark's Hospital and elsewhere, quite a number of operations performed for this purpose are failures. Not infrequently I have cases sent to me in which more than one unsuccessful attempt has been made to close an opening in the colon. We may, I think, assume that in most cases a spur of some sort has originally been present. I think it is obvious that the choice of method for closing such an opening must depend to some extent upon the ability of the operator and his previous experience of intestinal suture. A method which may be the best in the hands of an expert may be the worst in the hands of a comparatively inexperienced operator.
I think there is no doubt that the best method is to dissect the bowel out of the abdominal wall, free the loop sufficiently to allow the colon to be drawn well out of the abdomen, and then, after cutting away the edges of the opening, to restore the lumen by direct suture. The colon is then replaced in the abdominal cavity and the wound in the abdomninal wall sewn up. I attach considerable importance to the following points in performing the operation:
(1) Before commencing the operation the external mucosa is either thoroughly sterilized, or is dissected loose and the opening temporarily closed with suture.
(2) An incision having been made around the opening, it is deepened on one side until the abdominal cavity is opened; then, with one finger inside the abdomen as a guide, the bowel is freed from the abdominal wall with scissors.
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(3) The loop is drawn through a hole in a towel and, after being clamped on the proximal side, a wedge-shaped piece of the bowel with its apex towards the mesenteric attachment is cut away (the mesenteric side of the bowel can as a rule be left) so as to secure a good blood supply to the anastomosed edges, and to compensate for the narrowed lumen at the site of the join.
(4) The ends are sewn together with a catgut stitch taking up all the coats, and a serous stitch, also of catgut, is placed over this.
(5) The bowel is cleaned carefully and, the gloves and instruments having been changed, is replaced in the abdomen.
(6) The abdominal wall is closed with a small rubber tissue drain at the lower corner of the wound.
(7) After operation the bowels are not confined but are kept acting daily by small enemata or small doses of magnesium sulphate by the mouth.
The advantages of this method are, I think, obvious, but good technique is essential.
The oldest method, and certainly the easiest, is by division of the spur with an enterotome, and subsequent closure of the external fistula by paring away the edges, inverting them, and bringing together the abdominal wall with deep sutures. This method appears to be very safe and the results are very good. Provided the spur is completely divided the subsequent closure of the opening is not difficult. There is no fear of stricture at the site of union, and the risk of the operation appears to be very small. Although the operation must have been done a great number of times I have not been able to find any recorded fatalities from it, though, of course, this does not mean that none have occurred. I have closed colostomies a number of times by this method without any failures, and if the patient is a bad risk, and safety is the only consideration, I think it is probably the best method. Greig Smith's' operation, in which the bowel is sutured extraperitoneally, does not seem to me to have any advantages over either of the previous methods, and to belong to the time when surgeons were afraid to open the peritoneal cavity and preferred lumbar to inguinal colostomy. I have performed it several times in the past with quite good results as regards closure of the colostomy, but it leaves the gut outside the peritoneum and with a narrowed lumen. The patients generally have chronic constipation, and a weak place in the abdominal wall which requires the use of a support, and I shall certainly not use it in the future.
Coffey's' operation, which is somewhat similar, is open to the same objections.
With regard to the young men wounded in the present war for whom it is necessary to close a temporary colostomy, it seems to me most desirable thlat we should, as far as possible, use that method which will give perfect anatomical restoration of the parts.
The question of the amount of incapacity that is caused by the establishment of a permanent colostomy opening is one that has not, I think, received much attention, although it is of considerable importance, and should not be very difficult to settle., In order to ascertain as far as possible what the real facts are with regard to the incapacity caused by a permanent colostomy, I have taken fifty cases of colostomy from my own case books and classified them according to the amount of control over the opening that they possessed at the end of three months from the date of the operation. They were classified as follows:
(1) Excellent control when the patient could live an ordinary life without the fear of an accident occurring.
(2) Good control when the patient could live an ordinary life but there were occasional accidents.
(3) Poor ,control when the patient had to be very careful and accidents were not infrequent.
(4) Bad when there was no control over the stools. Out of the fifty cases there were seventeen cases of excellent control. Of these fifteen had either had the growth removed, or the colostomy had been done for a non-cancerous condition. In only two of these cases had the operation been done for inoperable cancer. The average age of the excellent cases was 49'1. In four of these cases transverse colostomy was done.
Twenty-three cases had good control. Thirteen of these were cases of inoperable cancer. The average age of the good cases was 55'5.
In six cases the control was poor. Five of these were cases of inoperable cancer. The average age was 67'1. Two were transverse colostomies.
In four cases the control was bad. Of these two were inoperable cancer cases, and two cases in which the growth had been removed. The average age was 59'75. One case was a transverse colostomy. Two of the patients were over 70 and bedridden.
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The results given in percentages were as follows: Excellent, 34 per cent.; good, 46 per cent.; poor, 12 per cent.; bad, 8 per cent.
This seems to me to prove what one would have expected-namely, that when the patient is in good health with no growth, and not old, the colostomy does not cause any serious inconvenience in the vast majority of cases; and that with very few exceptions, the cases in which a colostomy opening causes a patient serious inconvenience are those in which an inoperable growth exists and the patient is old and feeble.
In my experience patients who have had a colostomy opening over five years usually suffer extraordinarily little inconvenience from it and are quite satisfied with their condition. I estimate that a permanent colostomy opening in a patient not suffering from cancer (or in whom the growth has been successfully removed), and not over 60 years of age at the time of operation, ranks as regards the amount of incapacity it causes as decidedly less than the loss of one foot by Syme's amputation.
I would suggest that this Sub-section should appoint a committee to collect a large number of statistics on this question of incapacity and carefully analyse them for the benefit of the profession.
Mr. SAMPSON HANDLEY: It seems to me that Mr. Mummery is right in insisting on the value of. t'he rectus sheath incision. I have usedno other method during the last few years, and I think the improvement over the old inguinal colostomy is enormous. The control is generally very good, and the only trouble I have seen--and that in only a single case-was stricture, which was satisfactorily dealt with by a secondary operation. The sigmoid is not a very suitable bowel to employ when one uses the rectus sheath opening. I think it means bringing it across too much. For that reason alone, the transverse colon should, I think, be chosen. But perhaps the most important reason for choosing the transverse colon is the advantage it gives in stout patients, for in them inguinal colostomy may be a most difficult operation, and it may be impossible to bring the sigmoid up to the level of the abdominal wall if there is great distension present, or if the sigmoid is bound down, even when the outer layer of the sigmoid colon has been divided. Whereas the transverse colon, even in the stoutest patients, is always freely movable, and can be brought to the level of the skin. Furthermore, the transverse colon is farther away from the region of the growth, a point which may be of great importance in relation to those growths which advance along the length of the bowel and involve a considerable number of inches of the colon. There is a technical point to which I would like to draw attention, as I have not seen any reference to it in print. When the transverse colon is brought down through the abdominal wall, a clumsy mass of fat protrudes with it, and it is embarrassing to the operator to have to deal with it. That can be avoided very simply by scratching through these layers of the omentum in front of the transverse colon, and insinuating the instrument round, so that there is only one layer of peritoneum brought out; the remainder is behind the glass rod and inside the peritoneal cavity. I have found that that method simplifies and facilitates the
